Haemorrhoid is the frequent problem in clinical practice of general surgery. Haemorrhoids are dilatation and tortuosity of rectal veins affecting almost 4.5% of the population. Various operative and non operative therapeutic options are in practice to treat haemorrhoids, yet none has been proven cent percent effective. Sclerotherapy is a simple, safe and cost effective procedure that is widely practiced globally to treat haemorrhoids. Many sclerosants are being used with variable efficacies.
Introduction
Dilation of the internal venous plexus within an enlarged, displaced anal cushion is called haemorrhoids 1 
Materials and Methods
This prospective study was carried out at BNS Patenga during September 2013 to August 2014. All the patients who reported to the surgical outpatient department of BNS Patenga were included in this study. On the basis of history, patients were selected for Digital Rectal Examination (DRE) and proctoscopic examination. Selected cases were instructed to come in the particular day of the week (proctoscopy day) in Surgical Outpatient Department (SOPD). Bowel preparation was done by laxatives for two days prior to the procedure. During the procedure, the patients were placed in left lateral position. Full length proctoscope was passed into anal canal and rectum, withdrew slowly to identify the anorectal junction. Positions of the right anterior, right posterior and left lateral haemorrhoids were identified. By a disposable syringe, 3-5 ml of 5% phenol in olive oil was injected into the submucosa at base of each haemorrhoid to produce a swelling with a pearly appearance of the mucosa. Injection sites were pressed with cotton to minimize leakage. A predesigned proforma was used to collect the relevant data. Treatment outcome of the patients were considered satisfactory when the patients became asymptomatic after sclerotherapy.
Results
Among 50 patients, age distribution showed that highest number of the patients 21(42%) were in the age group of 21-30 years. This was followed by the 16 (32%) patients who were in the age group of 31-40 years (Table-l) . Out of 50 patients 38(76%) were male and 12(24%) were female. Male female ratio was 3.16:1 ( Table-II) .
Table-II: Distribution of patients according to sex (n=50)
All the patients presented with painless per-rectal bleeding. Constipation was present in 42(84%) cases (Table-III) . Majority of the patients (50%) were doing sedentary job. Fifteen patients (30%), serving in the naval ship. During the sea journey they had constipation followed by per-rectal bleeding associated with discomfort in the anal region (Table-IV) . Out of 50 patients 28(56%) were having first degree haemorrhoids and 22(44%) patients were having second degree haemorrhoids ( Table-V) . After the procedure only 2(4%) patients had bleeding which was stopped by anal pack. One patient developed infection which was controlled by antibiotics ( Table-VI) .
Table-VI: Complications of sclerotherapy
Out of 50 patients satisfactory results were observed in 29(58%) patients of whom 20(40%) patients were having first degree haemorrhoids and 9(18%) found to be having second degree haemorrhoids ( Table-VII) . Sclerotherapy was observed more effective in patients with first degree haemorrhoids (p<0.001) when compared to second degree haemorrhoids patients. 
Discussion
In this study, constipation was observed in 42(84%) patients. Johanson JF and Sonnenberg A studied 168 patients of haemorrhoids and no significant association was observed between constipation and haemorrhoids 4 . In the study constipation was observed in most of the cases (84%) probably because of food habit of the patients that is less intake of fiber containing diets. Constipation causes high internal anal pressure. So constipation is definitely related to the aetiology of haemorrhoids.
Haemorrhoids are frequently observed in three groups at 3, 7 and 11 o'clock positions with the patients in lithotomy position. Haemorrhoids that bleed but do not prolapse outside the anal canal is called the first degree haemorrhoids. Haemorrhoids that prolapse on defaecation which are reduce automatically or need to be reduced manually and then stay reduce are called second degree haemorrhoids. Third degree haemorrhoids remain permanently prolapsed. In this study the age incidence of haemorrhoids was more in the third and fourth decade with male predominance (M:F=3.16:1). Rhee JC studied 970 cases of haemorrhoids and anal fissure, where author observed that the patients were mostly in and around 30 years of age which is comparable with this study 5 . There was no sex predominance in Rhee JC's study.
Bleeding is the principal and earliest symptom of haemorrhoids. Other symptoms are prolapse, discharge of mucous, pruritus ani, local pain and very rarely anaemia. Prolapse is a much delayed symptom. Local pain is absent unless there is complication like strangulation and thrombosis. In this study bleeding was observed in all the patients (100%) and anal discomfort was present in 10(20%) patients.
This study also revealed that out of 50 patients, 25(50%) patients were engaged in sedentary job, 15(30%) patients were working in the closed congested places in the naval ships and remaining 10(20%) patients were engaged in job for prolonged standing, heavy work and weight lifting etc. 
Conclusion
Prevention is the best treatment for haemorrhoids. Diets high in fiber and bulk can prevent constipation. If the diet cannot be modified in this way, adding bulk laxatives may be necessary, they can prevent worsening of the condition. There are numerous creams and suppositories that can relieve anal irritations and pain but they rarely provide long term benefit. Sclerotherapy is an active method of treatment of first degree and second degree haemorrhoids. The method is easy, convenient and cheap. It can be done at outpatient department. The method is well accepted and comfortable for the patient. Virtually there is more or less no complication, no loss of work and the result is also satisfactory.
